, however, holds the view that these tumours are formed from para-mesonephric remnants.
Novak E, Woodruff J D & Novak E R (1954) Anmer. J. Obstet. Gynec. 68, 1222 Studdiford W E (1957) Amer. J. Obstet. Gvyec. 73. 641 Two Further Cases of Erythrocytosis Secondary to Fibromyomata D N Menzies FRCSEd MRCOG Polycythemia vera is a primary condition akin to chronic leukaemia. Polycythmmia secondary to other lesions (erythrocytosis) is different in many respects. In the primary type, there is hyperplasia of all three elements of the haemopoietic system. In erythrocytosis the hyperplasia is of the erythron only.
Differentiation between the conditions presents difficulties; the only proof of distinction is a cure following correction of the cause.
Two cases of erythrocytosis secondary to broad ligament fibroids are reported. The patients were parous. Their haemoglobins were 124 % (13*8 g/100 ml) and 130% (19-3 g/100 ml). The packed cell volumes were over 50%. In the first case a pyelogram showed some left-sidedureteric dilatation. Both women had total hysterectomy and bilateral salpingo-oophorectomy. Large broad-ligament fibroids were found in each case. No blood-letting was attempted; glucose electrolyte was infused for twenty-four hours after operation. The first patient (aged 54) made an uneventful recovery; the second (aged 42) had a small broad-ligament htematoma with bruising of the thigh. In neither case has the erythrocytosis recurred.
Discussion
Ten cases of erythrocytosis and fibroids have been reviewed (Zilliacus 1959 , Menzies 1961 . The association of polycytheemia and renal conditions is well known (Pennington 1962) .
Experimental evidence suggests the kidney as the site of production of erythropoietin (Osnes 1958 The patient (aged 28) with one uneventful pregnancy previously, was 24 weeks pregnant when admitted with lower abdominal colic of twelve hours' duration; she had vomited once but had since retained a meal and had a normal motion. She was tender above and to the left of the uterus but no abnormal mass was palpable.
Laparotomy showed the small intestine contained in a left paraduodenal recess extending into the descending mesocolon. A congested but viable loop of ileum protruded from a defect in the anterior wall of the sac. Two incisions, from the neck of the sac to the defect, freed the gut and the abdomen was closed. Two days later, in spite of gastric suction and intravenous fluids, she developed further colic, vomited and rapidly became distended. Laparotomy showed volvulus of the small intestine abouit a long, narrow-based mesentery. The intestine was replaced, seen to be viable and the abdomen closed.
Abortion occurred two days later, other-wise recovery was uneventful.
Comment
The paraduodenal hernia probably resulted from failure of the descending mesocolon to fuse with the posterior parietes; this and the anomalous fixation of the mesentery which permitted the volvulus suggests a widespread maldevelopment of the peritoneal folds. The sac undoubtedly enlarged in pregnancy, for the *defect through which the secondary hernia occurred must have been of recent origin.
The theories of origin of paraduodenal hernia, congenital defect (Andrews 1923) and formation as a result of variation in intra-abdominal pressure (Treitz 1857), are not compatible.
